The journey from supervision to being a supervisor is not easy.\[[@ref1]\] As an early attending, I can vouch for this. This is especially obvious when teaching trainee procedures such as central venous access. The other problem is new skill acquisition at the level of an attending. Scarcity of patients, competing with trainees, and not wanting to experiment on a real patient are some very valid concerns herein. In this issue of the Journal of Anaesthesiology Clinical Pharmacology, Adhikary *et al*. report a pilot manikin study on ultrasound-guided axillary vein (AXV) cannulation. The authors evaluated the efficacy of a training model for teaching this method of vein cannulation. They also compared the acceptability of this technique looking at attending anesthesiologists versus residents in training.\[[@ref2]\]

The use of the AXV for central access has been described for quite some years now.\[[@ref3][@ref4]\] With the advent of superior sonographic technology, the modern ultrasound probe has been able to truly look "below the clavicle" and allow for real-time image-guided axillary or distal subclavian access. The advantages favor safety as in any other ultrasound-guided central access technique. However, the degree of difficulty is certainly much more than using the ultrasound for cannulating the internal jugular vein (IJV). Specifically, the AXV is a smaller vessel and is located underneath a layer of muscle. In addition, even after visualization, the approach angle for the finder needle is very steep. This is very different from the traditional teaching for the landmarks guided subclavian access where the essence is to stay parallel to the chest wall and underneath the clavicle. Importantly, this also means that any postpointing or loss of needle trajectory may lead to a puncture of the pleura or the subclavian artery, both being disastrous consequences in themselves.

Adhikary *et al*. examine the use of a manikin model for simulated learning of this skill set.\[[@ref2]\] The advantages of the use of simulation for teaching have been seen in high-stress situations in the operating room.\[[@ref5]\] In addition, procedural skills in critical care medicine including but not limited to central venous access are supported by favorable evidence.\[[@ref6]\] In this study, the manikin acts as a simulator and allows for learning in a scenario where mistakes will not be as costly as on a real patient.

The authors used an innovative approach to manikin-based simulation training. In a prospective, unblinded, observational model, they allowed participants to insert central lines in an alternating, sequential manner on the IJV and the AXV. They recorded time from probe placement to guidewire in the central vein as time to line placement. In addition, they also compared needle punctures, defined for the purposes of the study as needle withdrawal (not necessarily out of the manikin). The results tell a tale in themselves. IJV cannulation time started improving from the very first attempt whereas the same was not seen until the third attempt with the AXV. Understandable, since most operators start with a degree of confidence with the ultrasound-guided IJV cannulation at baseline. Overall, cannulation time for IJV was significantly shorter than that for AXV cannulations (*P* = 0.046). This seems like a reasonable (to be expected) result. However, the data for AXV cannulation are impressive, with an overall reduction for ultrasound-guided in-plane cannulation time by 46% (median 34 s). For an in-plane ultrasound-guided approach to the AXV, this improvement is remarkable. Also interestingly, when attending anesthesiologists and residents were compared for the speed of skill acquisition, the results brought forth subtle differences. The authors reported that attending anesthesiologists started with a lower cannulation time at baseline but showed minimal improvement in those times for IJV cannulation. Compared to this, residents started with higher cannulation times but improved to a significantly lower time. This difference may be explained by possibly a good inherent skill at IJV cannulation at the attending level, but the lack of improvement also suggests a slower skill acquisition time or a lack of motivation to acquire this new skill set at a previously well-mastered technique. These differences were not that remarkable in the manikin-guided AXV cannulation where a consistent improvement as expected was seen in anesthesiologists' and residents. Perceptions toward a preferred site for venous cannulation remained in favor of the IJV.

This study opens up a number of questions. While it is understandable that residents had a shorter learning time overall and that AXV cannulation showed a clear learning pattern, it remains very surprising that the residents preferred an anatomical and not an ultrasound-guided IJV approach before this study. The authors attribute this to the lack of access to US machines and also comment on the underutilized transverse technique at central cannulation. I strongly question both observations. Firstly, the use of US technology for central venous access is an integral part of training for most academic anesthesia programs in the United States. Second, most central venous access is routinely performed using a transverse rather than an in-line approach.

All said and done, this study opens up a tremendous avenue for further scientific investigation. This is truly an important pilot investigation. However, the results need cautious interpretation. They may be regarded as a signal in a direction and no more. Again, the signal to noise ratio is remarkably noisy here. I would encourage the authors to reconstruct a similar trial with far fewer outcomes and a simpler design. Perhaps, the need of the hour is to move away from traditional ultrasound-guided IJV cannulation and emphasize on the image-guided in-line AXV cannulation. Perhaps, the time has come for a newer look below the clavicle!
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